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The Treatment of Puerperal Sepsis by Active Disin- 
fection of the Uterus, with a series of cases. 
By A. KNYVETT GORDON, M.B. (Cantab.), 
Medical Superintendent of Monsall Hospital; Lecturer o n  Infectious 
Diseases in the  University of Manchester. 
I PURPOSE in this paper to describe a series of cases of puerperal 
septic disease in which I have adopted a method of somewhat 
vigorous disinfection of the uterus, and to compare it with a similar 
group in which systemic medicatio'n was alone employed. At  the 
same time a few remarks on the general type of case encountered 
i-n both series may not be amiss. 
The patients that have come under my care have all been, in the 
first instance, notified to the Medical Officer of Health, and removal 
t o  hospital has been requested by the certifying practitioner or  by 
the relatives. 
In  every case a thorough examination has been made in the 
operating theatre of the hospital, with the patient in the lithotomy 
position and usually under the in%uence of ether or  chloroform. 
Latterly, however, at the suggestion of Sir William Sinclair, I have 
given with advantage instead alcohol followed by morphia, the vagina 
having been packed with gauze soaked in a 10 per cent. solution of 
eucain lactate. In  all cases a bacteriological examination of the 
contents of the uterus has been made, and, if necessary, of the blood 
(from the basilic vein) also; latterly a series of blood counts has also 
been taken. When the uterus has not been actively treated it has 
either been left done altogether or simply douched with saline 
solution. It so happens that all the cases of saprzmia due to  retained 
products of conception have occurred during the period in which the 
active treatment was in vogue. 
The method is as follows :- 
The cervix is exposed, dilated, if necessary, and steadied with 
a volsella. The whole endometrium down to  the muscle is removed 
with a sharp curette. This has been specially made fo r  me, and in 
general design resembles Sims's instrument. The extremity of the 
cutting hoop is, however, flattened, and is much larger than usual, 
measuring an inch and an inch and a half across in the two sizes 
respectively. By this means the possibility of pushing the instrument 
through the walls of a friable uterus is avoided. The cutting edge, 
too, is turned away from, and not towards, the mucosa when the 
curette is in position. The instrument is made as light as possible. 
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When the muscle has thus been laid bare and no loose masses 
are felt with the finger, a douche is given i f  the bleeding is severe 
and the whole raw surface is swabbed over carefully with a Playfair’s 
probe tipped with gauze soaked in undiluted “medical” izal fluid. 
This part of the operation is performed with great care and with 
as much force as can be safely employed, the drug being well rubbed 
into the uterus. As the izal acts as a hzemostatic, there is usually 
no occasion for hurry. The uterus is then packed either with gauze 
or lint soaked in a 1 in 200 solution of the same drug, or with 10 per 
cent. izal gauze. The plugs 
are taken out on the next day and not re-inserted. No douche of 
any kind is given, but, if necessary, the swabbing is repeated. 
Yagina<l douches are not employed during the subsequent period. 
Before considering the cases in detail it will be well to  note that, 
in the fairly numerous papers that have been written about curetting 
in puerperal septicEmia, the operation that has been referred to is 
either the use of the blunt curette to remove anything that is either 
loose or so. soft as to be easily detached, this being followed by an 
intra-uterine douche, o r  occasionally the employment of a sharp 
instrument, no mention being made of any treatment of the resulting 
raw surface. This being so, it is not surprising that the operation 
has come to be regarded with disfavuur by such authorities as 
Fritsch, Mund6, Boldt, Garrigues, Bumm and others. It also 
accounts for  the attitude of the teaching schools in this country, 
which certainly appears to  be adverse to  the use of the curette at  all. 
For this there is every justification. If a blunt instrument is 
employed the process is one of stirring up rather than of removal of 
tissue, while the risk of perforation of a soft uterus is certainly 
present, on account of the forcible handling which the bluntness of 
the instrument necessitates. The difficulty of accurately guiding 
the intra-uterine end is greatly increased when a flushing apparatus 
is connected to  the handle. There would also appear to  be some 
ground for the apprehension with which the use of a sharp curette is 
regarded when not followed by adequate treatment of the raw surface 
it produces. Of the danger of the blunt curette I have recently seen 
a striking illustration. A patient was delivered of a healthy, full- 
term child, the labour being so easy that the midwife did not arrive 
until the child was born. The midwife appears to  have infected the 
patient, however, in her attempts to deliver the placenta. Forty- 
eight hours later the temperature rose, but the woman did not seem 
to be seriously ill. On the next day, as the pyrexia persisted, the 
medical attendant curetted the uterus with a blunt curette. In 
The vagina is loosely plugged also. 
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twenty-four hours the condition changed markedly f o r  the worse, 
and the patient was admitted to this hospital with obvious general 
peritonitis. 
When these cases of puerperal sepsis first came under my care 
I had been led to regard the curette as dangerous, and therefore 
relied mainly on general treatment, regarding the high mortality 
that ensued as more or less inevitable in the type of case with which 
I had to  deal. Latterly, however, I have been using the curette 
much more freely. 
I am now in a position to compare the results of the two methods 
more or less accurately. Out of 79 cases treated by general means 
alone, with or  without intra-uterine douches, 7 died-a mortality of 
46 per cent. I n  86 cases where the method I have described was 
employed, the mortality was 20 per cent. only. Now these cases are 
strictly comparable. No kind of selection was made, and, as will 
be seen from the table annexed, many were curetted who appeared 
to  have but little chance of recovery. The type of case did not vary 
at  all in the two series, and the general treatment and methods of 
nursing remained the same throughout. I n  so far as serum treat- 
ment is concerned, the advantage, if any, lies with the cases that 
were not curetted, inasmuch as a bactericidal serum of one type or 
another was employed at  first in almost every instance where izal 
was not used, while of late the knowledge that has thus been obtained 
of its method of action has enabled a certain amount of selection to 
be made. I may say that the object of this is merely to  avoid the 
considerable expense of the sera, there being no evidence to show 
that they have ever done harm. As the usual dose has been 
100 cubic centimetres, the probability is that the occasional absence 
of any visible effect is not due to insufficient dosage. I do not, 
however, wish to speak here of the details of the serum or general 
treatment. I t  is merely necessary to point out that any improvement 
in the mortality of the actively treated cases cannot well be attributed 
to any other factor than the operation itself. 
I n  comparing the Monsall cases with those emanating from 
maternity cliniques and from private practice, it is, however, 
necessary to  take into consideration the nature of those that are sent 
to an isolation hospital. I am inclined to  think that few obstetricians 
are aware of the intensity of the illness that must be present before 
the help of the sanitary authority is sought. I n  fact, it is only since 
the introduction of the Midwives Act that we have known it 
ourselves. I n  the whole series of 165 cases there have been only 
twelve in which obvious signs of danger to life were absent. Many 
She died in six hours. 
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had but a few hours to  live, and it has been obvious in the past that 
impending death or  unmanageable delirium was the motive fo r  
sending patients to the hospital. There are, however, signs that, as 
the Midwives Act becomes better known, steps towards removal may 
be taken earlier, in the interests of the patient herself. 
Previous to  admission the patients had received practically no 
nursing at all, while the medical treatment consisted for the most 
part of vaginal douches and of anti-pyretics. Occasionally an 
intra-uterine douche had been given by the practitioner. 
In  100 cases in which the history could be accurately obtained- 
and in this respect I have to  express my obligations to Dr. Niven, 
Medical Officer of Health, and to  Dr. Margaret Merry Smith, Medical 
Officer to  the Midwives Supervising Committee-the average ‘(day of 
disease ” on which the patient was admitted to  hospital was between 
the fifth and sixth. This, moreover, represents a clinical and not 
merely an arithmetical average, as I have excluded certain instances 
in which the patient was sent in some three weeks after the onset 
for subsequent pelvic suppuration. In the fatal cases in the 
“curetted” series this average was between the sixth and seventh 
day. Out of the 165 cases, 10 were suffering from saprEmia only, 
three were gonorrheal cases, while in 12 general peritonitie wag 
present on admission. Other operations, either laparotomy (17), 
vaginal incision (5) or hysterectomy (6) ,  were performed in 28 cases. 
It is therefore, evident that in these severe cases expectant treat- 
ment has not been so successful as active disinfection of the uterus, 
and the experience of others renders it unlikely that the improvement 
can be attributed to the curette alone. 
I am, myself, inclined to  give the credit to the use of izal. I 
was led to try it for intra-uterine work on account of my previous 
experiments in the treatment of the sloughing faucial inflammation 
often seen in cases of septic scarlet fever. In  this disease I took 
groups of similar cases and treated the fauces with various antiseptics, 
such as strong chlorine solutions, carbolic acid (pure), strong 
mercurial solutions, and so on. While most of these were actively 
poisonous, none seemed t o  do very much good. After reading the 
work of M. H. Gordon and Klein on the action of izal on the 
streptococci found in scarlet fever, I tried swabbing the fauces with 
undiluted izal, and I at once found a difference, in that the izal did 
not attack healthy mucous membrane, but had a marked effect on 
necrotic tissue. I ts  effect on the throats could be watched from 
day to day, and I may add that the possibility of obscuring the 
observation by previous predilection was avoided by the colouring 
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and scenting of the various applications employed, so that I could 
not tell what drug I was using. They were labelled with a number 
only, and the results noted at the time and subsequently compared. 
I did not find this selective action in the case of any other antiseptic. 
The only other drug from which I have had good results in intra- 
uterine applications has been the perchloride of mercury, but in every 
case in which this has been used signs of poisoning have occurred. 
Though the diarrhaea may sometimes be an advantage, it is not so in 
every case, and it can in any instance be more satisfactorily produced 
by the administration of a known dose of calomel by mouth. 
I have never seen any toxic symptoms from izal, gnd from inquiry 
into the after history of our cases of puerperal sepsis I find that, in 
several, subsequent pregnancy has taken place. It would appear then 
that it has no deleterious action in this respect. 
Objection has recently been taken to the employment of active 
local measures in puerperal sepsis on the ground that the barrier 
of leucocytes may be thereby broken down. It is, however, precisely 
in these severe cases that the barrier, if existent at  all, has failed 
to stop the progress of the septic absorption. 
I append a table showing the cause of death in the fatal cases 
treated by local disinfection : - 
TABLE SHOWINQ CAUSE OF DEATH IN FATAL CASES TREATED BY LOCAL 
DISINFECTION. 
Day of of Disease 
Initials Disease on on which 
of which Patient Death 
No. Patient. was admitted. 
1. c. w. 8th 
2. R.H. 12th 
3. M.H. 8th 
4. M. N. 5th 
5. K, P. 12th 
6. F. C. 7th 
7. M. R. 2nd 
occurred. 
9th 
12th 
10th 
35th 
40t.h 
12th 
5th 
Cause of Death and Remarks. 
Death within 24 hours of admission 
from rupture of an abscess of 
the broad ligament, which was 
thought to be a phlegmonous 
mass. 
General peritonitis : laparotomy a t  
same time as curetting. 
Intense toxsmia on admission : 
vaginal hysterectomy two days 
later:  death from shock. 
General peritonitis : laparotomy on 
admission : temporary recovery 
and death 4 weeks later from 
pysmia  and venous thrombosis. 
Died 4 weeks after admission from 
pulmonary abscess. 
Profound septicsmiaon admission : 
no gross lesion found. 
Profound septicsmia : vaginal 
hysterectomy 3 days later: 
death from shock. 
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Initials 
of 
No. Patient. 
8. M.B. 
9. M. W. 
10. C. R. 
11. s. c. 
12. S.C. 
13. M.H. 
14. M.D. 
15. R.A. 
16. M.L. 
17. M. M. 
18. M. S. 
19. F. C. 
20. A. S. 
Day of of Disease 
Diaease on on which 
which Patient Death 
was admitted. 
1 l th  
9th 
3rd 
6th 
10th 
3rd 
4th 
6th 
10th 
7th 
6th 
3rd 
4th 
occurred. 
15th 
10th 
13th 
10th 
12th 
7th 
66th 
14th 
11th 
1 lth 
8th 
5th 
6th 
Cause of Death and Remarks. 
Much pelvic peritonitis on admis- 
sion : death from septicemia. 
Much retained placenta : profound 
septicemia, general peritonitis, 
and laparotomy on admission. 
Recovered temporarily; died 10 
days later from double pneu- 
monia. 
Uterus very soft and riddled with 
abscesses : vaginal hysterectomy 
4 days later : death from shock. 
Profound septicaemia : uterus 
gangrenous and riddled with 
abscesses. 
Profound septicemia on admis- 
sion: vaginal hysterectomy 4 
days later: death from shock. 
Much retained placenta on admis- 
sion ; also cystitis ; temporary 
recovery ; cystitiscontinued, and 
patient died from pneumonia 
2 months later 
Pneumonia on admission : much 
foul placenta in uterus; pelvic 
inflammation also : abdominal 
section 6 days later: no pus 
found : abdomen closed : vaginal 
hysterectomy 2 days subse- 
quently : death from shock. 
Profound septicaemia : patient 
never rallied. 
Profound septicemia : pelvic 
inflammation on admission : 
4 days later laparotomy : double 
pyosalpinx and diffuse suppura- 
tion of uterus : hysterectomy : 
death from shock. 
Profound septicemia, laparotomy 
also, on admission: diffuse 
suppuration in uterus and broad 
ligament : patient’s condition 
did not permit of hysterectomy. 
Profound septicaemia : extreme 
abdominal distension : laparo- 
tomy at same time: abscess in 
broad ligament found : death 
from shock. 
General peritonitis on admission : 
laparotomy at the same time: 
no improvement. 
